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Gamma Hydroxy Butyrate Use — 
New York and Texas, 1995-1996 


Gamma hydroxy butyrate (GHB) is a central nervous system depressant approved 
as an anaesthetic in some countries; however, with the exception of investigational 
research, it is not approved for any use in the United States. Primary groups using 
GHB include party and nightclub attendees and bodybuilders. In addition, GHB is one 
of several agents characterized as a “date rape” drug. During August 1995- 
September 1996, poison control centers in New York and Texas received reports of 
69 acute poisonings and one death attributed to ingestion of GHB. This report de- 
scribes two cases and summarizes the investigations of GHB use in Texas and New 
York. The findings of these investigations underscore the health hazards associated 
with use of GHB. 


Texas 

At 12:30 p.m. on August 5, 1996, a 17-year-old girl with no previous history of drug 
or alcohol use was admitted to an emergency department (ED) because of cardiac 
arrest with cardiopulmonary resuscitation in progress. She was pronounced dead at 
12:40 p.m. On the night of August 4, she had been at a local dance club, where she was 
reported to have ingested soft drinks. An autopsy was performed; multiple toxicologic 
screens of blood and bile samples did not detect alcohol or other drugs. However, on 
September 13, a test on previously obtained serum detected a serum level of 27 mg/L 
of GHB. 

From November 14, 1995, through September 30, 1996, the Texas Department of 
Health received reports of 57 persons who had adverse health effects attributed to 
ingestion of GHB, including the one death described in this report. Of the 57 reports, 
30 were received from the Dallas Poison Control Center, and 26 were received from 
the Galveston Poison Control Center. The death was reported by the Assistant Medical 
Examiner in Harris County, who listed the death as a homicide as the result of GHB 
toxicity. Of the 56 reports from the poison control centers, 34 involved males; 10 re- 
ports involved teenagers aged 16-18 years. Nineteen persons were treated in and re- 
leased from hospital EDs, and 25 were admitted to intensive-care units with severe 
clinical symptoms, including coma (15), respiratory depression (three), and agitation 
(one); six required intubation. Of the 56 reports, 12 included ingestion of both alcohol 
and GHB, and three included the use of GHB with other drugs. 
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Gamma Hydroxy Butyrate Use — Continued 
New York 

On October 30, 1996, a 20-year-old man who was unresponsive after several epi- 
sodes of vomiting was taken to an ED 2% hours after ingesting a mixture of GHB and 
sodium hydroxide. He was intubated and admitted to the intensive-care unit, where a 
bronchoscopy indicated friable lung tissue that was attributed to aspiration of gastric 
contents containing sodium hydroxide. He developed bilateral pneumothoraces and 
had generalized seizures and was transferred to a third hospital for possible extra- 
corporeal membrane oxygen therapy and lung transplant. However, his condition im- 
proved, and he was extubated and placed on supportive care and recovered. 

During August 27, 1995—October 30, 1996, the Long Island Regional Poison Control 
Center received reports of 13 persons with exposure to GHB. All 13 were evaluated in 
hospital EDs. Four of the 13 also consumed ethanol. All five persons initially had al- 
tered mental status, including coma (three), stupor (one), and inebriation (one). Eight 
of the 13 persons had prepared GHB at home using sodium hydroxide and butyrol 
lactone; of the eight, three required admission to a hospital. 

Reported by: J Carter, DO, H Mofenson, MD, T Caraccio, PharmD, Long Island Regional Poison 
Control Center, Winthrop-Univ Hospital, New York; P Smith, MD, State Epidemiologist, D Morse, 
MD, New York State Dept of Health. C Keys, MD, L Williams, Poison Center Network, Div of 
Emergency Medicine, Univ of Texas Southwestern School of Medicine, Dallas; G Coody, Drug 
and Medical Devices Div, Bur of Food and Drug Safety, Texas Dept of Health. Office of Diversion 
Control, Drug Enforcement Administration. Environmental Hazards Epidemiology Section, 
Health Studies Br, Div of Environmental Hazards and Health Effects, National Center for Envi- 
ronmental Health, CDC. 

Editorial Note: GHB increases dopamine levels in the brain and has effects through 
the endogenous opioid system; most GHB is excreted during the first hours after 
ingestion (7). Manifestations of acute GHB toxicity include coma, seizures, respiratory 
depression, and vomiting. Other documented effects of GHB include amnesia and hy- 
potonia (associated with doses of 10 mg/kg body weight); a normal sequence of rapid 
eye movement (REM) and non-REM sleep (doses of 20-30 mg/kg body weight); and 
anesthesia (doses of approximately 50 mg/kg body weight). Doses of >50 mg/kg body 
weight can decrease cardiac output and produce severe respiratory depression, 
seizure-like activity, and coma (2); coma and respiratory depression may be potenti- 
ated by concomitant use of alcohol (3). There is no antidote for GHB overdose, and 
treatment is restricted to nonspecific supportive care. Patients in New York and Texas 
have required ED care; many of those hospitalized have required ventilatory support 
and intensive care. 

In the United States, GHB has been produced clandestinely in widely varying 
degrees of purity. GHB has been marketed as a liquid or powder and has been sold on 
the street under names such as “Grevious Bodily Harm,” “Georgia Home Boy,” 
“Liquid Ecstasy,” “Liquid X,” “Liquid E,” “GHB,” “GBH,” “Soap,” “Scoop,” “Easy 
Lay,” “Salty Water,” “G-Riffick,” “Cherry Menth,” and “Organic Quaalude.” Improper 
preparation of GHB can result in a mixture of GHB and sodium hydroxide that can be 
severely toxic because of the combined effects of the GHB and the direct caustic ef- 
fects of sodium hydroxide. 

In Dallas, GHB use has been associated with events at which several persons have 
been found comatose. Some persons who have sustained adverse effects of GHB 
have reported being given the drug surreptitiously (e.g., having it slipped into their 
drink), while others have admitted to intentional use. The Drug Enforcement 
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Gamma Hydroxy Butyrate Use — Continued 


Administration (DEA) is examining the distribution and abuse of GHB in the United 
States; although distribution has been documented in 27 states, GHB use is highly 
prevalent in California, Florida, Georgia, and Texas. 

In the United States, GHB is under specific Food and Drug Administration exemp- 
tions for investigational research protocols for the treatment of narcolepsy. Although 
possession of GHB is not illegal under federal law, its manufacture and sale is prohib- 
ited under the Food, Drug, and Cosmetic Act. In Georgia and Rhode Island, state con- 
trolled substances acts have classified GHB into Schedule |*, and other states are 
considering similar action. In addition, the DEA is gathering information and consider- 
ing a scheduling review for possible control of GHB under the Federal Controlled Sub- 
stances Act’. Public health officials should report episodes of adverse effects of GHB 
use to DEA, telephone (202) 307-7183. 
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*Drugs that do not have currently accepted medical use in the United States, have a high abuse 
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*Public Law no. 91-513. 


Pregnancy-Related Behaviors Among Migrant Farm Workers — 


Four States, 1989-1993 


The U.S. workforce includes an estimated 3-5 million migrant and seasonal farm 
workers (1,2); approximately 16% of migrant farm workers are women (R. Mines, U.S. 
Department of Labor, personal communication, 1997). Early enrollment in prenatal 
care and proper weight gain during pregnancy can reduce the risk for poor birth out- 
comes (1-4). To characterize pregnancy-related behaviors and outcomes among mi- 
grant farm workers, CDC analyzed data for 1989-1993 on prenatal-care use, weight 
gain during pregnancy, and birth outcomes among migrant farm workers enrolled in 
the Special Supplemental Nutrition Program for Women, Infants, and Children (WIC) 
in four states participating in CDC’s Pregnancy Nutrition Surveillance System (PNSS). 
This report presents the results of that analysis, which indicate that the goals of the 
national health objectives for the year 2000 for pregnant migrant women enrolled in 
WIC have not been met. 

The PNSS collects prenatal and postpartum information about women and their 
infants who are enrolled in publicly funded health, nutrition, and food-assistance pro- 
grams. For this report, PNSS data from four states were compared for two groups of 
pregnant women enrolled in WIC programs: women who were classified as migrants 
(n=4840) and those who were not (n=610,728). A migrant farm worker was defined as 
a person whose primary employment is in agriculture on a seasonal basis, who has 
been employed within the previous 24 months, and who establishes, for the purposes 
of such employment, a temporary abode in the United States (5). 

Overall, migrants were more likely than nonmigrants to be of Hispanic origin, 
younger, and married and were less likely to have attained a high school education 
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(Table 1). By the first trimester of pregnancy, approximately 60% of both groups were 
enrolled in prenatal care; migrant women were more likely than nonmigrant women 
to have initiated this care during the third trimester (8% versus 5%, respectively). The 
proportion of women who gained less than the Institute of Medicine’s recommended 
weight for their body mass index was higher among migrant women (52%) than non- 
migrant women (32%) (3). Mean weight gain was lower for migrants (22.9 Ibs; 
95% confidence interval [Cl]=22.6 Ibs—23.4 Ibs) than for nonmigrants (29.7 Ibs; 
95% Cl=29.7 Ibs—29.8 Ibs). Among the two groups, prevalences were similar for low 
birthweight (LBW) (<2500 g [<5 Ibs, 8 0z]) infants, very low birthweight (<1500 g 
[<3 Ibs, 4 0oz]) infants, preterm births (<37 weeks’ gestation), and small-for- 
gestational-age infants (6). Mean birthweight for infants born to migrants (3310.7 g; 


TABLE 1. Selected characteristics of migrant and nonmigrant pregnant women — four 
states, Pregnancy Nutrition Surveillance System, 1989-1993 


Migrant (n=4840) Nonmigrant (n=610,728) 

Characteristic No.* (%) (95% Ci") No. (%) (95% Cl) 
Age group (yrs)' 

15-19 1253 (26.1) (23.6%-28.5%) 142,067 (23.5) (23.3%-23.7%) 

20-24 1758 (36.6) (33.9%-39.3%) 207,861 (34.3) (34.1%-34.5%) 

25-29 1039 = (21.7) (19.7%-24.3%) 144,048 (23.8) (23.6%-24.0%) 

30-34 503 (10.5) ( 8.7%-12.1%) 78,106 (12.9) (12.7%-13.1%) 

35-39 209 ( 4.4) ( 3.2%-— 5.5%) 28,476 ( 4.7) ( 4.5%- 4.8%) 

40-49 38 ( 0.8) ( 0.3%- 1.2%) 5,090 ( 0.8) ( 0.8%- 0.8%) 
Marital status® 


Married (52.5) (49.5%-55.5%) 193,269 (43.0) (42.7%—43.3%) 
Not married (47.5) (44.5%-50.5%) 255,980 (57.0) (56.6%-57.2%) 


Education (yrs)$ 


212 (33.5) (30.6%-36.4%) 269,627 (60.1) (59.8%-60.4%) 

<12 (66.5) (63.7%-69.4%) 179,276 (39.9 (39.6%-40.2%) 
Race/Ethnicity’ 

Hispanic (58.4) (54.8%-61.9%) 122,231 (20.0) (19.5%-20.4%) 

White, non-Hispanic (28.7) (26.2%-31.2%) 280,227 (45.9) (45.6%-46.1%) 

Black, non-Hispanic (11.1) ( 9.3%-12.8%) 189,387 (31.0) (30.8%-31.2%) 

Other ( 1.8) ( 1.1%— 2.6%) 18,883 ( 3.1) ( 3.0%- 3.2%) 


Recommended weight gain 
during pregnancy 
Less than recommended (48.7%-55.2%) 115,363 (31.1%-31.9%) 
Amount recommended (21.1%-26.7%) 117,771 (32.0%-32.6%) 
Greater than recommended (21.3%-26.9%) 131,683 (35.8%-36.4%) 











Prenatal-care initiation’ (mos) 
1-3 (58.8%-64.7%) 331,436 (64.1%-64.7%) 
446 (26.7%-32.1%) 150,240 (28.9%-29.4%) 
7-9 ( 6.6%- 9.8%) 27,885 ( 5.3%- 5.5%) 
No care (<0.1%- 0.7%) 5,387 ( 1.0%- 1.2%) 
Birth outcomes 
Low birthweight 
(<2500 g [<5 Ibs, 8 oz]) 322 ( 6.7) ( 5.3%- 8.1%) 
Very low birthweight 
(<1500 g [<3 Ibs, 4 oz]) 35 (0.7) ( 0.3%- 1.2%) 
Preterm births (<37 wks) 481 ( 9.9) ( 8.3%-11.5%) 
Small for gestational age** 234 =( 6.5) ( 4.9%- 8.1%) 





*Because of missing data, numbers may not equal sample size 

* Confidence interval. 

5 Differences are statistically different at p<0.05. 

Based on the Institute of Medicine, National Academy of Sciences Report on Nutrition During Pregnancy 

**Creation of this variable involved multiple variables, and missing volumes on these variables resulted in 
a smaller overall sample size (n=3582 for migrants, and n=483,598 for nonmigrants) for analysis 
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95% Cl=3295.2 g-3326.1 g) was slightly higher than that for those born to nonmigrants 
(3293.7 g; 95% Cl=3292.2 g-3295.1 g). 

Reported by: Maternal and Child Health Br, Div of Nutrition and Physical Activity, National 
Center for Chronic Disease Prevention and Health Promotion, CDC. 

Editorial Note: The findings in this report underscore the need for delivery of timely 
prenatal care and other health services to migrant farm workers and/or their families. 
One element of the Migrant and Seasonal Farm Workers Health Objectives for the Year 
2000 is that at least 90% of pregnant migrant women be enrolled in prenatal-care 
services by the first trimester (7). The findings in this report suggest that, to meet this 
goal among WIC enrollees, timely enrollment rates would have to increase by 
50% over the observed level. In addition, the proportion of women in the study who 
gained the recommended amount of weight during pregnancy would have to nearly 
double to meet the year 2000 goal of 85%. 

Improvements in pregnancy-related care may reduce the prevalence of LBW (3); 
among migrant women in this study, the prevalence was higher than the year 
2000 goal (6.7% versus 5.0%). In comparison, the Healthy People 2000 review for 
1995-96 indicated prevalences in the total U.S. population of first-trimester prenatal 
care of 80.2%, gaining the recommended weight during pregnancy of 75.0%, and LBW 
of 7.3% (7). 

Although prenatal-care rates and birth outcomes were similar among both groups 
in this study, migrant women were less likely to have gained the recommended 
weight during pregnancy. This difference may have resulted from the high prevalence 
of insufficient weight gain reported among migrants in one of the four states. When 
data from that state were excluded from the analysis, the rates between the two 
groups of women were similar. 

The findings in this report are subject to at least two limitations. First, the data 
probably do not represent the total migrant worker population: most of the women for 
whom data were available worked seasonally in the eastern states, and data were not 
available for migrant workers in the western states (8). Second, these findings are 
applicable only to migrant women enrolled in WIC programs because data for 
migrants not enrolled in WIC programs in these states were not available; birth out- 
comes are better among WIC participants than among low-income women who do 
not participate in WIC (9). 

The findings in this report suggest that the pregnancy outcomes of migrant farm 
workers and other low-income women enrolled in WIC programs in the four states 
were similar. However, none of the states included in this analysis achieved the na- 
tional health objective for the year 2000 of reducing LBW incidence to 5% (objective 
14.5). Additional efforts are needed to meet the year 2000 goals to improve the birth 
outcomes and pregnancy-related behaviors of low-income women, especially mi- 
grant women, because of several barriers, including poor access to services, frequent 
relocations, occupational exposure to agricultural chemicals, lack of continuity of care, 
language and cultural barriers, and lack of transportation (2,8,10). 
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Resources and Priorities 
for Chronic Disease Prevention and Control, 1994 


Chronic diseases (e.g., heart disease, cancer, stroke, diabetes, chronic obstructive 
pulmonary disease, and chronic liver disease) are the major causes of death, disabil- 
ity, and medical expenditures in the United States (7). Although these six diseases 
accounted for 73% of all U.S. deaths in 1993 (2), characterization of the capacity and 
priorities of public health agencies to prevent or control these chronic diseases has 
been limited. To assess the resources, needs, and priorities in chronic disease preven- 
tion and control for fiscal year (FY) 1994, the Association of State and Territorial 
Chronic Disease Program Directors (ASTCDPD) conducted a national survey of state 
and territorial health agencies; this survey updates a similar survey that collected data 
for FY 1989 (3,4). This report summarizes the survey findings for 1994, which indicate 
that, during 1989-1994, expenditures for state-specific chronic disease activities in- 
creased modestly but remained disproportionately low in relation to the public health 
burden of chronic diseases. 

In April 1995, ASTCDPD mailed a questionnaire to the ASTCDPD voting member in 
each state and U.S. territory. The survey addressed four categories: 1) resources; 
2) plans and priorities; 3) links with other organizations; and 4) laws, policies, and 
standards. Responses were received from 41 states and Guam.* Per capita expendi- 
tures for the 41 states were calculated using estimates based on the 1990 census. 

For FY 1994, the total reported expenditure for chronic disease-control activities in 
the 41 reporting states was $287,306,934, and the per capita expenditure was 
$1.21 (range: $0.13-$3.20). In comparison, for FY 1989, the reported total expenditure 
for all 50 states, the District of Columbia, Guam, and the Virgin Islands was 
$245,371,377, and the per capita expenditure was 99¢ (range: 0-$3.83) (4); for the 
same 41 states that responded for 1994, expenditures were $236,145,920 and 


*Data were not provided from Arizona, Delaware, the District of Columbia, Hawaii, Kansas, 
Massachusetts, New Hampshire, New Mexico, Oregon, West Virginia, and the Virgin Islands. 
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$1.05 (range: $0.17-$3.83), respectively. For FY 1989, the primary source of chronic 
disease-control resources was state funds (77%), followed by federal sources (20%) 
(3); in comparison, for FY 1994, state funds accounted for 39% of resources and fed- 
eral funds for 45%. The most frequently reported priorities by disease, risk factor, and 
population subgroup were cancer, tobacco use, and youth, respectively. 

Reported by: R Brownson, PhD, School of Public Health, Saint Louis Univ, Missouri. E Dixon 
Terry, MPH, F Wheeler, PhD, A Yerkes, MPH, D Bourne, MD, F Bright, MS, J Chabut, P Huang, 
MD, P Marmet, MS, S Michael, MS, J Mitten, MHE, D Momrow, MPH, R Moon, MPH, R Schwartz, 
MSPH, E Sternberg, MPH, B Wadsworth, MA, K Ward, Association of State and Territorial 
Chronic Disease Program Directors. Div of Adult and Community Health (proposed), National 
Center for Chronic Disease Prevention and Health Promotion, CDC. 

Editorial Note: In 1990, chronic diseases, which are in large part preventable, ac- 
counted for an estimated $425 billion (61%) of total U.S. medical-care expenditures 
(5 ); however, in 1994, the per capita public health expenditure for chronic disease 
prevention and control was only $1.21. Although comparable figures for 1994 are not 
available, in 1989, chronic disease-control expenditures accounted for only 3% of state 
health department expenditures (4). 

Risk factors for premature death and preventable morbidity from chronic diseases 
are tobacco use, high blood pressure, high blood cholesterol, overweight, physical 
inactivity, poor nutrition, heavy alcohol consumption, and failure to use screening 
tests (e.g., mammography and the Papanicolaou smear) (7,6,7). Important strategies 
for controlling these risk factors include promoting public health policies that foster 
disease prevention, collaborating with community organizations in health-promotion 
efforts, ensuring the delivery of appropriate preventive services in health-care 


settings, and providing health education in schools (8). The findings of this analysis 
are being used to increase awareness among state leaders about the disparity be- 
tween the magnitude of the public health burden of chronic diseases and the re- 
sources available for chronic disease-prevention and -control programs in state health 
departments. 
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Hepatitis A Associated with Consumption of Frozen Strawberries — 
Michigan, March 1997 


In March 1997, a total of 153 cases of hepatitis A were reported in Calhoun County, 
Michigan (1990 population: 136,000); 151 case-patients have been students or staff of 
schools in four different school districts. Investigation by public health officials has not 
implicated a single event, foodhandler, or contaminated water as a source for the out- 
break. However, most case-patients ate lunch in schools, and preliminary analysis of 
both a case-control and cohort study conducted in two different school districts estab- 
lished a strong association between illness and consumption of food items containing 
frozen strawberries. This report presents the preliminary findings of the ongoing out- 
break investigation. 

The strawberries associated with illness were reportedly from Mexico; a company 
in southern California processed, packed, and froze the strawberries in 30-pound con- 
tainers for commercial use and then distributed the strawberries to U.S. Department 
of Agriculture (USDA)-sponsored school lunch programs. In addition, multiple pack- 
ing sizes were distributed to other commercial customers. Thirteen lots of frozen 
strawberries, processed on three dates in April and May 1996 and shipped to Michigan 
in early December, were available for use in school lunch programs in Calhoun County 
during the potential exposure periods for the case-patients. The investigation has not 
determined whether transmission was limited to a portion of the 13 lots or the source 
of the contamination. 

The Food and Drug Administration is working with CDC and USDA to determine 
whether any frozen strawberries or products made from the strawberries are still in 
distribution and need to be recalled. USDA has notified state agencies to place an 
immediate hold on all unused product and to contact school districts to hold all 
unused product distributed already. States other than Michigan that received the im- 
plicated lots for the school lunch program are Arizona, California, Georgia (from a 
distributor in Florida), lowa, and Tennessee. 

CDC notified the health departments in the six states that received these lots for 
their programs and recommended that they determine whether the frozen strawber- 
ries were served. Postexposure prophylaxis with immune globulin (IG) should be of- 
fered only to persons who consumed frozen strawberries from the suspected lots 
through school lunch programs within 14 days of their exposure. Because of the 
limited supply of IG nationwide, these criteria for administration of IG should be 
strictly applied. Health-care providers and public health departments should be alert 
to any increase in the incidence of hepatitis A and should investigate cases rapidly. 
Hepatitis A cases suspected to be associated with the consumption of frozen straw- 
berries should be reported promptly to local or state health departments, and CDC's 
Hepatitis Branch, Division of Viral and Rickettsial Diseases, National Center for Infec- 
tious Diseases should be notified (telephone [404] 639-2709). 

Information regarding IG for postexposure prophylaxis should be obtained from 
state health departments. Information about the prevention of hepatitis A can be 
obtained from the recommendations of the Advisory Committee on Immunization 
Practices (7). 

Reported by: Calhoun County Dept of Public Health, Battle Creek; Michigan Dept of Community 
Health; Michigan Dept of Agriculture; Michigan Dept of Education. Food and Drug Br, California 
Dept of Health Svcs. Food Distribution Div, Food and Consumer Svc; Fruit and Vegetable Div, 

(Continued on page 295) 
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FIGURE I. Selected notifiable disease reports, comparison of provisional 4-week totals 
ending March 29, 1997, with historical data — United States 


DISEASE DECREASE INCREASE Se 

Hepatitis A 1,547 

Hepatitis B 474 
Hepatitis, C/Non-A, Non-B 
Legionellosis 
Malaria 
Measles, Total 
Meningococcal Infections 
Mumps 
Pertussis 
Rabies, Animal 
Rubella 


f T ' T T 


0.03125 0.0625 0.125 0.25 0.5 





Ratio (Log Scale)” 
(<j Beyond Historical Limits 
*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 


subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — provisional cases of selected notifiable diseases, 
United States, cumulative, week ending March 29, 1997 (13th Week) 





Cum. 1997 Cum. 1997 





Anthrax Plague 
Brucellosis Poliomyelitis, paralytic 
Cholera Psittacosis 
Congenital rubella syndrome Rabies, human 
Cryptosporidiosis* Rocky Mountain spotted fever (RMSF) 
Diphtheria Streptococcal disease, invasive Group A 
Encephalitis: California* Streptococcal toxic-shock syndrome* 
eastern equine* Syphilis, congenital’ 
St. Louis* Tetanus 
westem equine* Toxic-shock syndrome 
Hansen Disease Trichinosis 
Hantavirus pulmonary syndrome*' Typhoid fever 
Hemolytic uremic syndrome, post-diarrheal* Yellow fever 
HIV infection, pediatric*' 














no reported cases 

*Not notifiable in all states 

'Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases (NCID) 
SUpdated monthly to the Division of HIV/AIDS Prevention-Surveillance and Epidemiology, National Center for HIV, STD, and 
TB Prevention (NCHSTP), last update February 25, 1997 

TUpdated from reports to the Division of STD Prevention, NCHSTP. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending March 29, 1997, and March 30, 1996 (13th Week) 


Escherichia 
coli O157:H7 Hepatitis 
AIDS Chlamydia NETSS' PHLIS Gonorrhea C/NA.NB 


Cum Cum Cum Cum Cum Cum Cum Cum } Cum 
Reporting Area 1997* 1997 1996 1997 1997 1997 1996 1997 1996 
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N: Not notifiable U: Unavailable no reported cases 
*Updated monthly to the Division of HIV/AIDS Pr 
, last update February 25, 1997 

National Electronic Telecommunications System for Surveillance 
‘Public Health Laboratory information System 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending March 29, 1997, and March 30, 1996 (13th Week) 





Legionellosis 


Lyme 
Disease 


Malaria 


Syphilis 
(Primary & Secondary) 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable by vaccination, 
United States, weeks ending March 29, 1997, 
and March 30, 1996 (13th Week) 


H. influenzae. Hepatitis (Viral), by type Measles (Rubeola) 
invasive A B indigenous ported’ Total 


Cum Cum Cum Cum Cum Cum Cum Cum Cum 
Reporting Area 1997* 1996 1996 1997 1996 1997 1997 1997 1997 1996 


JNITED STATES 291 300 6,607 1,756 2,110 8 a 12 
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N: Not notifiable U: Unavailable no reported cases 


*Of 60 cases among children aged <5 years, serotype was reported for 26 and of those, 11 were type b 
t 
For imported measies, cases include only those resulting from importation from other countries 
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TABLE Ill. (Cont’d.) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending March 29, 1997, 
and March 30, 1996 (13th Week) 





Meningococcal 
Disease Mumps Pertussis Rubella 
Cum Cum Cum Cum Cum. Cum Cum. 
Reporting Area 1997 1996 1997 1997 1996 1997 1996 1997 1997 
UNITED STATES 1,034 6 125 152 1,091 8 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
March 29, 1997 (13th Week) 


All Causes, By Age (Years) Pad’ All Causes, By Age (Years) 
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J: Unavailable no reported cases 

"Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of 100,000 or 

more. A death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not 

included 

Pneumonia and influenza 

‘Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete 
unts will be available in 4 to 6 weeks 

‘Total includes unknown ages 








Vol. 46 / No. 13 
Hepatitis A — Continued 


Agricultural Marketing Svc, US Dept of Agriculture. Detroit District, Detroit, Michigan; Los 
Angeles District, Los Angeles, California; Food and Drug Administration. Hepatitis Br, Div of 
Viral and Rickettsial Diseases, National Center for Infectious Diseases, CDC. 

Reference 


1. CDC. Prevention of hepatitis A through active or passive immunization: recommendations of 
the Advisory Committee on Immunization Practices (ACIP). MMWR 1996;45(no. RR-15). 





Contributors to the Production of the MMWR (Weekly) 


Weekly Notifiable Disease Morbidity Data and 122 Cities Mortality Data 
Denise Koo, M.D., M.P.H. 
Deborah A. Adams 
Christine R. Burgess 
Timothy M. Copeland 
Patsy A. Hall 
Carol M. Knowles 
Myra A. Montalbano 


Desktop Publishing and Graphics Support 
Morie M. Higgins 
Peter M. Jenkins 











296 MMWR April 4, 1997 


The Morbidity and Mortality Weekly Report (MMWR) Series is prepared by the Centers for Disease Control 
and Prevention (CDC) and is available free of charge in electronic format and on a paid subscription basis 
for paper copy. To receive an electronic copy on Friday of each week, send an e-mail message to 
listserv@listserv.cde.gov. The body content should read SUBscribe mmwr-toc. Electronic copy also is 
available from CDC’s World-Wide Web server at http://www.cdc.gov/ or from CDC's file transfer protocol 
server at ftp.cde.gov. To subscribe for paper copy, contact Superintendent of Documents, U.S. Government 
Printing Office, Washington, DC 20402; telephone (202) 512-1800. 

Data in the weekly MMWR are provisional, based on weekly reports to CDC by state health departments. 
The reporting week concludes at close of business on Friday; compiled data on a national basis are officially 
released to the public on the following Friday. Address inquiries about the MMWR Series, including material 
to be considered for publication, to: Editor, MMWR Series, Mailstop C-08, CDC, 1600 Clifton Rd., N.E., Atlanta, 
GA 30333; telephone (404) 332-4555. 

All material in the MMWR Series is in the public domain and may be used and reprinted without 
permission; citation as to source, however, is appreciated 





Director, Centers for Disease Control Editor, MMWR Series 
and Prevention Richard A. Goodman, M.D., M.P.H 
David Satcher, M.D., Ph.D Managing Editor, MMWR (weekly) 
Deputy Director, Centers for Disease Control Karen L. Foster, M.A 


and Prevention Writers-Editors, MMWR (weekly) 
Claire V. Broome, M.D David C. Johnson 


Director, Epidemiology Program Office Darlene D. Rumph Person 
Stephen B. Thacker, M.D., M.Sc Teresa F. Rutledge 
Caran R. Wilbanks 











wU.S. Government Printing Office: 1997-532-228/47070 Region IV 





sseuisng /e121yO 
eeeoe eiBsoey ‘equepy 

Bd1IAU8S YWeeH B2/q9Ng 

S301IAN3S NVWNH GNV HL1V3H 
40 IN3SWLYVd30 


(90D) UONUeAesg pue 
jOsjUOD eSeesig 10) Sia}UeD 





peysenbey u0Njse1/05 ssesppy 
OOES OSPF) BIeAUIg 40} Ayeued 





a 
~ 
—_— 
—_— 
— 
- 
= 
- 
—— 


v8Z-D ‘ON Huled 
909/SHd 
GiVd $334 8 IDVLSOd 
VW SSV19°LSUul4 


‘yeBayy! st yuidus iwued Buisn UuoNNnqiuysipeay 

















